measures including external cardiac compression, intravenous adrenaline bicarbonate and colloidal fluid were required.'
In the Intensive Care Unit, it was impossible to pass a 2 mm endotracheal tube beyond the vocal cords despite the normal appearance of the glottis and other laryngeal structures. Again, chest excursion was obtained both with bag to mask ventilation and with bag to oesophageal tube ventilation. However, the infant's cardiovascular status deteriorated further and resuscitative attempts were ceased.
At autopsy, the larynx was small and ended blindly as a cyst, 1.5 x 1.3 x 1.0 cm, giving the lower end of the larynx a rounded contour ( Figure 1 ). The epiglottis was small and curved, measuring 0.8 cm in length. A probe would not pass beyond a point l.0 cm from the level of the tip of the epiglottis but at this level there was a small false passage to the right of the larynx. The larynx measured l.5 cm in width, 2.8 cm in length and l.0 cm antero-posteriorly. The trachea was completely absent. The oesophagus was patent with free communicating fistulae to both right and left bronchi before continuing on to the stomach. The lungs were well expanded. Multiple transverse sections beginning just below the posterior laryngeal cleft showed deformed cartilage bars completely occluding the lumen of the larynx. Sections through the larynx showed a disorganised mass of cartilage, irregular skeletal muscle fibres and isolated clumps of mucous cells. There were no other congenital abnormali ties. 
DISCUSSION
Tracheal agenesis occurring as an isolated congenital lesion is rare. l It usually occurs with the Vater association; a spectrum of anomalies including vertebral defects, anal atresia, tracheo-oesophageal fistual, and renal and radial dysplasia. 2 A ventricular septal defect and a single umbilical artery may also occur. 3 Difficulty with intubation is rarely due to tracheal agenesis or severe tracheal stenosis but should be entertained in the delivery room whenever an endotracheal tube cannot be passed beyond the visible larynx of a cyanosed infant by experienced personne1. 4 circumstances, a tracheostomy should be attempted but of course would be unsuccessful in the presence of tracheal agenesis. When the infant cannot be intubated but can be ventilated with bag and mask ventilation, or as in this case, with bag and oesophageal tube, a broncho-oesophageal fistula should be suspected. In these circumstances, ventilation should be continued via oesophageal intubation while diagnostic investigations are sought.
Obstructive sleep apnoea is characterised by recurrent collapse of the pharynx that leads to at least five apnoeic episodes per hour of sleep, lasting from 10-90 seconds, and causing falls in arterial oxygen saturation, and sleep arousal. I The obesity hypoventilation syndrome is a small (5%) specialised subset of obstructive sleep apnoea,2 and is differentiated from the latter by the constancy of morbid obesity, daytime hypoxaemia and hypercarbia, polycythaemia, cor pulmonale 3 and a depressed ventilatory response to inhaled carbon dioxide. 4 Weight reduction in this clinical setting has led to improvements in gas exchange, pulmonary mechanics and haemodynamics, amelioration of daytime somnolence and irritability,5 and a significant reduction in the number of sleep disordered breathing events. 6 We describe a patient with the obesity hypoventilation syndrome, in whom gastric stapling and tracheostomy led to weight loss and amelioration of signs and symptoms.
With the tracheostomy stoma closed, daytime clinical improvement was maintained; however, at night, obstructive sleep apnoea reappeared.
The patient was a 23-year-old male admitted for elective gastroplasty and tracheostomy. He presented with obesity refractory to dietary manipulation, daytime somnolence and increasing shortness of breath with exertion. His family had noticed loud snoring of many years' duration, the severity of which had increased during the last several months. Studies at another hospital had documented two to four episodes of obstructive apnoea per minute of sleep, each lasting 10-20 seconds; concurrent with the apnoeic episodes were decreases in arterial oxygen saturation as measured by pulse oximeter, to 60 percent.
Past medical history included tonsillectomy and nasal septal reconstruction. He was currently being treated for epigastric burning and hypertension with ranitidine and triamterene hydrochlorthiazide respectively. There was no history of smoking.
On examination, the patient was an obese male in no apparent distress. His complexion was plethoric and there was mild peripheral oedema. Pulse was 71 beats/minute and
